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the septal cusp of the tricuspid valve. The left auricle was
much smaller than the right and its wall was not thinned.
The mitral valve was normal. The left ventricle did not

appear to be atrophied. The aorta was very large and was
displaced to the right side. Its cervical branches were
normal. The ductus arteriosus-nearly three-quarters of an
inch in length-arose from the concavity of the arch just
beyond the origin of the left subclavian artery. It was

pervious for three-quarters of its length, the remaining
fourth being occluded by recent clot. The calibre of the
aorta did not seem to be altered beyond the origin of the
ductus. The aortic valves were normal. The aperture in the
ventricular septum was mainly related to the anterior cusp of
the aorta and only slightly to the right posterior cusp. The
anterior cusp of the mitral valve arose almost wholly beneath
the left posterior aortic cusp. The dilated aorta was related
not only to the left ventricle but also to the right and rode
&agrave; cheval over the septum. The bulk of the contents of both
ventricles would thus probably enter this vessel.
The striking fact in this case is the stenosis of the

pulmonary artery and infundibulum, associated with a defect
in the ventricular septum. The non-closure of the foramen
ovale appears to be of secondary importance. Although the
ductus arteriosus was occluded the greater calibre of the
branches of the pulmonary artery taken together as compared
with that of the trunk, as well as the newly formed character
of the coagulum in the arterial duct, would seem to indicate
that up to within a very short time of death blood had passed
through this channel into the pulmonary artery. Case 5
differs from Case 4 in that the ventricular septum was in-
complete and the infundibulum as well as the pulmonary
orifice was greatly narrowed.
The pathogeny of congenital heart disease has been much

discussed and it is over cases of this kind that the greatest
amount of controversy has arisen. According to Lancereaux 4
"La teratologie du coeur n’est autre que la pathologie de cet
organe pendant le cours de la vie intra-ut6rine "; Rokitansky
and others, on the contrary, maintain that all the defects
which occur are the result of mal-development of the various I
septa. The former thus considers that endocarditis during
fcetal life is the causa causans and the latter authors that if
endocarditis occurs it does so at a late period in the
case and attacks particular regions of the heart because
the vital resistance of these is diminished owing to
their vicious development (Moussous). If an endocarditis
causes a pulmonary stenosis before the end of the second
month the ventricular septum is still incomplete; the blood
in the right ventricle, having difficulty in passing into
the pulmonary artery, passes into the left ventricle and
so prevents the completion of the partition. The increased
blood pressure in the right ventricle leads to dilatation of
the cavity and a displacement of the septum occurs towards
the left, with in consequence an alteration in the relations
of the aorta to the ventricular septum. The increased
quantity of blood thrown into the aorta necessarily causes its
dilatation while the smaller quantity entering the pulmonary
artery explains the smallness of the infundibulum. The
initial lesion of the other authors is an irregular development
of the bulbar septum which originates more to the left than
usual and so produces an aorta which is larger than normal
and situated more to the right. From the malposition and
increased size of the aorta the anterior portion of the ventri-
cular septum is unable to attain its full development and in
consequence the septum remains incomplete and the infundi-
bulum small. Any defect at the orifice of the pulmonary
artery is the result of mal-development of the semilunar
valves.
The most weighty arguments against Lancereaux’s views

on the causation of this particular combination of defects-
arguments which we consider conclusive-may be stated as
follows. The septum of the bulb is completed towards the
end of the sixth or seventh week and the ventricular septum
is finished a very few days later, so that endocarditis, to

produce this malformation, must occur within one particular
fortnight (the seventh and eighth weeks of utero-gestation).
The combination of defects which we are considering is one
of those most frequently met with, and it is almost in-
conceivable that endocarditis should arise in so great a
number of instances within one special fortnight of intra-
uterine life.
The pulmonary artery at the period under consideration is

very minute and in close apposition to the aorta, and any

4 Moussous, op. cit., p. 132.

inflammatory process affecting the one to such an extent as to
obliterate even partially its channel would certainly also
affect the other ; but the aorta rarely shows a corresponding
lesion. In adult life, moreover, an endocarditis never leads
to any marked degree of obstruction of orifices during the
acute stage and months always elapse before such a con-
dition obtains. The size of the channels in intra-uterine
life is, it is true, small but even here the time allowed is
too short to cause any marked constriction. Finally, in many
cases the most careful microscopical examination of the
stenosed pulmonary valves has failed to show any evidences
of inflammatory action (Cadet de Gassicourt 11 ).
Such cases as Case 3 are only explicable on the ground of

mal-development, and of course it must be admitted that.
endocarditis dces occur during intra-uterine life. In a few
cases it may lead to certain anomalies, such as non-closure
of the foramen ovale or patent ductus arteriosus, but we are
convinced that such cases are rare and that the large
majority of cases of congenital heart disease are due to a
mal-development of the various septa. In this particular
case (Case 5) the origin cannot be doubted, as the two
cusps at the pulmonary orifice could only be produced by
mal-development during foetal life. Such abnormalities are-
not uncommonly met with, and we have seen several ; the-
cusps may be more numerous than usual, as well as fewer.
No gross alteration in the development of the heart will,
however, result unless the valve is also mechanically
imperfect.
We have pleasure in acknowledging our indebtedness to

Dr. G. S. Middleton for permission to publish these records
of cases which occurred in his wards at the Royal Hospital
for Sick Children, Glasgow.

Clinical Notes:
MEDICAL, SURGICAL, OBSTETRICAL, AND

THERAPEUTICAL.

REMARKS ON A CASE OF "FACIO-HYPOGLOSSAL.
ANASTOMOSIS " (THE K&Ouml;RTE-BALLANCE

OPERATION).
BY JAMES H. NICOLL, M.B., C.M. GLASG.,

PROFESSOR OF SURGERY IN THE ANDERSONIAN COLLEGE, GLASGOW, ETC.

THE patient, a married woman, was operated on on

July 30th of this year for the relief of old-standing and
severe facial convulsive tic. The facial and hypoglossal
nerves were identified, lying respectively above and below
the posterior belly of the digastric. That muscle having
been excised the facial nerve was divided close to the stylo-
mastoid foramen and the hypoglossal near the occipital
artery and united end to end. The wound healed by first
intention and the patient is now under electric treatment
for the facial muscles. At present both the right side of
the face and the right side of the tongue are paralysed. The
condition of the tongue appears to cause the patient little
inconvenience in feeding or speaking.
The possible relief of peripheral facial paralysis has

been recently brought to the front, largely by the pioneer
efforts of Ballance. In a recent paper 1 on the subject he
expresses the opinion that the operation of choice may be
found to be facio-hypoglossal anastomosis, and in a sub-
sequent communication 2 he points out that he has found
that his independent and original procedure had suggested
itself also to K6rte 3 who had put the idea into practice in a
case recorded.

Ballance’s suggestion is one of prime importance, and will
be anxiously tested in practice. In this connexion the fore-

goirg case raises certain questions to some of which time
will supply the answer. Others must be decided by further
operative trial in this and other cases. They may be briefly
formulated :-

A. Face.-1. Will movement return in the facial muscles ?
2. If so, will such movement be "associated" (tongue-

5 Ibid., p. 155.
1 Brit. Med. Jour., May 2nd, 1903.

2 Ibid., May 30th, 1903.
3 Deutsche Medicinische Wochenschrift, April 23rd, 1903.



957

face), or will "education of the corteg secure dissociated Ivoluntary movement ? ?
B. Tongue.-In the event of the development of voluntary

dissociated movement in the facial muscles the condition of
the paralysed half of the tongue will raise further questions :

1. The end of the severed distal portion of the hypoglossal
nerve has been left lying near the digastric tendon. What
will be the effect of grafting that distal portion on the intact
opposite hypoglossal ? Such an operation is very easily per-
formed on the cadaver. (The intact nerve is exposed by
the incision-from one to one and a half inches in length-
for ligature of the lingual artery. At that point, close above
the hyoid bone, a pair of fine dressing or sinus forceps is

pushed through the base of the tongue-hyoglossus and
genio-hyoglossus-and the end of the divided nerve is

grasped and brought through to the intact trunk.) What-
ever the ultimate effect, will the primary results include a
temporary paresis of the healthy nerve and, if so, will such

paresis added to the paralysis on the other side involve any
risk ? It is difficult to believe that, with due delicacy in
operating, paresis to any serious extent can arise. In the
event of its occurrence its effects might be obviated by
temporary fixation of the tongue to the floor of the mouth
by anchoring sutures, and feeding by tube-nasal or oral.
What would, in another case, be the ultimate effect of

grafting half of the anterior part of the hypoglossal on the
opposite nerve, and, at a subsequent period, grafting the
other half and, at the same time, uniting the proximal part
of the divided hypoglossal with the paralysed facial ?

2. Can any use be made of the ansa hypoglossi ? Operat-
ing on the cadaver it is possible to persuade oneself that
one has been able to separate from the trunk of the hypo-
glossal, and to preserve intact, the upper limb of the ansa
(descendens hypoglossi, &c.), and thus the entire loop ; and
after section of the hypog!ossal trunk to graft the proximal
end on the (paralysed) facial and the distal on the convexity
of the intact ansa. In the case detailed above, however, this
proved impracticable, the nerve strands tearing.
Glasgow.

A CASE OF INTUSSUSCEPTION.

BY JOHN EUSTACE WEBB, M.B., C.M. ABERD.,
SURGEON, R.N. (RETIRED).

ON Dec. 29th, 1902, on returning from a long country
round, fatigued and hungry, I was met by a labouring
man at my threshold who asked me to visit his female

child, aged nine months, who had been taken suddenly ill
at about 2 o’clock that afternoon. The child was screaming
and evidently was in great pain ; she had passed some blood
by the bowel. I set off at once to travel a distance of five
miles to the father’s cottage. I had very little difficulty in
coming to the conclusion that the case was one of intussus-
ception. I informed the parents as to the gravity of the
case and advised them to have an operation done with as
little delay as possible. The parents having given their
consent I returned home to make the necessary arrange-
ments. By 6 30 P.M., with Dr. A. Adams and Miss Clarke,
our Queen’s Jubilee nurse, in a blinding snowstorm, I was
on my way back to the cottage. On the journey we lost
our road in the storm, and having to get out of the

conveyance to seek the right way I unfortunately fell
into a ditch, which was certainly not a good preliminary to a
serious surgical operation. The child was placed on a hot-
water bed, chloroform was administered, and the abdomen
was prepared and opened in the middle line. The intussus-

ception was found and it proved to be an invagination of the
iltum into the cascum. The in-turned bowel was fully six
inches in length and reduction proved to be difficult. By
8.30 P.M. the operation was completed and the child was
placed back in her cot. The mother was directed not to take
the child up, to be very prompt and careful in the necessary
"changing," and to feed her with milk-and-water (one
part to four parts) until she was again seen on the next
day. There are no points of interest to relate with reference
to the after-treatment of the case. Apparently the operation
did not make any difreience to the child&mdash;she slept all the
following night and was ready to play and to laugh in the
morning. The bowels acted on the second day after the
operation and each day subsequently. The stitches were
removed on the tenth day when the wound was entirely
healed.

The points of interest in such a case are : (1) that theoperation was performed within six hours of the commence-
ment of the symptoms; (2) that a distance of 15 miles, in
the severest weather, had to be driven befOle the necessary
proceedings could be carried out ; (3) that the work could
not have been undertaken without the aid of the thoroughly
trained nurse supported in the district ; and (4) that the

operation was performed in the poorest of dwellings, at night,
in the middle of the winter, the only light available being
that from an ordinary cottage lamp and a candle.
Looe.

NOTE ON A CASE OF RETENTION OF URINE FROM

OCCLUSION, PROBABLY TRAUMATIC IN ORIGIN,
OF THE MEATUS URINARIUS.

BY T. WILSON PARRY, M.A., M.B,, B.C. CANTAB.

EARLY on the morning of August 23rd, 1903, a boy, aged
two and a half years, was brought to me on account of his
inability to pass urine. For a week previously his parents
had noticed that he had had difficulty in micturating,
the stream being thinner than usual and squirting in an

upward direction rather than being passed in the ordinary
way. 12 hours immediately preceding the present occasion
he had passed a very small thin "squirt" of urine, but since
then there had been absolute retention. A small crust-like
" operculum lay at the mouth of the meatus and this was
removed by hot sponging and with the finger nail. I then
inserted a probe but had to use force to pass it through
the meatus, as the lips of the meatus had actually grown
together. The probe having been passed and having dilated
the orifice in its transit, a full free stream of urine was
quickly voided and the boy was instantly relieved, showing
that there was no obstruction anywhere else along the line of
the urethra. Subsequent examination of the urine and inquiry
into the history of the case elicited no information regarding
the presence or the passing of stone. A lens revealed the
fact that a little ring of raw surface was situated immediately
inside the meatus. Last October, the mother told me, the
patient had had some similar, though far slighter, trouble in
the same place. From what I could gather he evidently had
had a sore spot in the meatus, but he was put under treat-
ment early and soon got all right again. I can only imagine
that the little patient, who is of a somewhat excitable and
restless disposition, had picked himself with his finger-nail
during sleep and thus had produced a little wound which
had taken on a strictural character. There was no history
of worms.

This case seems to me to be interesting from its unique
character rather than for any other reason and it is on this
account that I have thought it not unworthy of being
mentioned.
Hornsey-lane, N.

THE FINSEN LIGHT INSTITUTE AT COPENHAGEN.-
The Electrical Engineer of Sept. 25th contains some

account of the Finsen Light Institute at Copenhagen, form-
ing part of a lecture delivered by Mr. W. J. Hammer before
the American Institute of Electrical Engineers and the
American Electro-chemical Society. The lecture dealt

chiefly with the physical properties of radium, radio-active
and fluorescent substances, and selenium. During the summer
of 1902 Mr. Hammer spent some weeks in Copenhagen and
took advantage of the opportunity to make himself acquainted
with the appliances required for the therapeutic use of
ultra-violet light. The light of the electric arc, he said,
is much richer in ultra-violet rays than sunlight is and the
proportion of these rays in the electric light can be increased
by the use of special electrodes made of iron or aluminium,
although Professor Finsen states that the rays obtained from
carbon electrodes are the most efficacious because they
penetrate more deeply than those given off by iron electrodes.
The current used in the lamp has a strength of from 40 to 80
amperes and an electro motive force of from 45 to 50 volts.
The light is concentrated by a telescope containing four rock-
crystal lenses which cut off most of the heat rays but
allow the ultra-violet rays to pass ; crdinary glass, on the
other hand, cuts off almost all of the ultra-violet rays.
Further concentration of the light and also expulsion of blood
from the soft parts are effected by firmly pressing a plano-
convex lens of rock crystal on the part to be treated.


